tutional capacity and empowering people to understand and influence the decisions that affect their lives. Table 1 shows the varying degrees of control by communities over decision-making and resources. As the level of community control increases, there are shifts in authority from health workers and managers to communities -shifts that may not always be trusted or welcomed. In carrying out work on participation in Zimbabwe, it has become evident that one task is to define and reconcile the views of communities, health workers and other key groups on where the locus of control should be.
Even where there may be agreement on the level of participation sought, a number of other barriers to participation have been identified in health systems:
Conventional public health planning tends to be a topdown process, based on expert ïdenti-fication of priorities and the strategies to address them Communities may themselves lack cohesion, organisational structures and capacities for effective participation The paternalistic attitude of health workers and mystified nature of health information may discourage community inputs Donor agencies may promote and finance piecemeal health projects that result in uncoordi- Participation in planning is often not matched by authority over resources, weakening community interest in planning processes.
A review of documented experience in different countries indicates a wide range of areas where public participation has been incorporated into health systems (Loewenson 1999) . These are outlined in Table 2 . This article highlights how participation is currently structured across these key dimensions of health systems in Zimbabwe, the changes perceived to be necessary by different social groups and the issues to be addressed in pursuing these changes.
There have been a number of pressures for a review of participation in the health sector in Zimbabwe, which shape the motivations for, and forms of future public participation. Convene public debate and input on health system performance increased say in how resources should be contributed and used (Lessing 1999) .
Technical efficiency The need for cost containment in the health sector has motivated discussion of how individuals, households and health providers can work in a more complementary manner to make best use of available health resources and to ensure the technical efficiency 16 of health interventions ).
Liberalisation of providers and consumer awareness The growth of private health providers has made the issue of informed consumers animportant element both in financing private care and in ensuring standards of care and effective management of health problems. participation is to be built from the bottom up (CWGH 1997 (CWGH , 1998a .
In response to this call, research was carried out by TARSC in four districts of Zimbabwe (two rural and two urban councils) involving social groups from civil society, elected leadership, traditional leadership and health systems, supported by IDRC (Canada) under the Southern African Network on Equity in Health. The work gathered the current experiences of participation across the different dimensions of health systems, and the ways in which the various groups felt that public participation in health could be strengthened. The details of this fieldwork and the findings are reported elsewhere , and this article identifies some of the key issues arising for enhancing participation in the implementation and governance of health services.
Dimensions of Participation in Zimbabwe
Fieldwork indicated that participation is perceived to be limited currently and more likely to be found in implementing health actions (prevention, care and information-sharing). Decisions made at higher levels continue to have weak public input or consultation. Participation in the governance of health systems was indirect, through health or elected structures, with the public a step removed from the negotiations and choices that are being made increasingly in the context of limited resources. There was, however, general agreement from most groups that public participation should be strengthened across all dimensions of health systems, and partïcularly in relation to decision-making on health priorities, budgets and monitoring quality of health services ).
In relation to prevention and management of illness, there is ample evidence that the expansion of community and primary care services and the organisation of community-based health workers and programmes had strong positive impacts on morbidity and mortality in Zimbabwe in the 1980s.
With declining public sector investments in the health sector, pressure grew in the 1990s on building complementary and informed relationships between community interventions and health sector management of common diseases (Loewenson and Chisvo 1994; MoHCW 1997) . The HIV/AIDS epidemic has also increased the burden of caring in the community (MoHCW 1997).
The fieldwork in Zimbabwe indicated that these roles imply a need to look at how people are supported to take such actions (through education, material support and supervision); how communities mobilise their own collective resources for health actions, and how primary and secondary level services support them. Rather than being a substitute for poorly funded or poor quality health services, community-based prevention and care in fact demand investment in reliable and appropriate primary care and health service outreach activities.
One of the key motivations for health sector encouragement of participation is to enhance resource contributions from communities towards health, motivated in part by falling per capita resource allocations to health. Attempts in the late 1990s to enhance fee revenue had to deal with issues of local fee retention; inadequate discussion with communities or local government of charges; poor performance of individual screening approaches for exemption; and consumer resistance to significantly increased costs without corresponding increases in quality or reliability of services (Mutizwa-Mangisa 1997; CWGH 1998a; Kaseke et al. 1993; Hongoro and Chandiwana 1994) .
While communities in rural and urban Zimbabwe have indicated their willingness, in principle, to mobilise resources for health, future resource mobilisation strategies would need to pay attention to a number of issues. These include: consultation with affected communities; demonstrating a visible impact of additional revenue collection on quality and reliability of services; taking measures for protecting equity; and enhancing local control of revenue collection. This was linked in community discussions to a need for pre-budget consultation processes at local and central level, and for consultative mechanisms at health centre and district level. These would define resource mobilisation approaches, manage locally generated resources, and act as a mechanism for public accountability on how budgets at higher levels of the health system are allocated.
Surveys show that households do already make substantial contributions to health activities, in cash and in kind, through material, labour and production contributions to community services, household and community caring activities, household investments in prevention and infrastructures, and voluntary work on health activities. The fieldwork indicated that these community inputs are less easily mobilised when the public services fail to provide their own inputs or to meet transport costs to reach communities. Resource mobilisation organised through local community structures, with reliable supportive inputs from elected leaders, public services and non-government organisations, appears to cultivate high levels of ownership and responsibility, and signals the willingness of communities to pool reasonable forms and levels of resources for identified needs in health. Case studies on malaria control and water supply initiatives indicate that communities are willing to take over costs of programmes with proven effectiveness, provided they can control these programmes and the funds collected Integrated Rural Water Supply and Sanitation ( In the face of declining allocations to health, local government and civic groups have called for clear, publicly disseminated health service standards at each level of care, and for a resource allocation formula that allocates tax revenues in a manner that is sensitive to poverty levels and income-generating potentials between districts, and that can be publicly monitored. Action on quality of care issues such as negative attitudes and poor communication between health workers and the public is also weakened by lack of mechanisms for public monitoring and lack of public information about health services and patient rights. At the same time, health workers face their own concerns on their conditions of service, lack of resources to deliver adequate quality care and occupational risks in the face of rising levels of HIV/AITJS, TB and other communicable diseases (CWGH 1997; Lessing 1999; Loewenson et al. 1999b ). Again, these limitations were seen to call for a mix of public education (such as on health standards and on patient rights), joint health provider and public fora to raise and review quality issues, stronger supervision and support by higher level health services and improved coordination between different health service providers.
Conclusions
Many of the proposed actions for participation and accountability raised by communities called for strengthened joint mechanisms involving civic and elected leaders and health providers with clear terms of reference, roles and authorities and adequate training and resources for their functioning.
The interest in, and concern over health services in
Zimbabwe found across many communities is clearly an opportunity for all groups to reshape the way the public and health services act and interact. There is almost universal agreement of the positive contribution of public participation in health, and of the need for it to be supported and enhanced.
To do this there is a need for more than simple activity from communities, but a deeper process of empowerment to take control and initiative on health problems. This would include developing capabilities to enhance responsiveness, so that appropriate, early and informed action could be taken on health problems. lt would also involve the capacity to identify and organise collective action on priority problems without waiting for an outside push. Through a more active engagement, communities would be more able to develop effective and accountable interactions with service providers, mobilise local resources for priority interventions and lever necessary outside inputs.
This implies a change in capacities within civic and elected groups, and in processes of informationsharing and decision-making within health systems and local government. lt also implies changes in structures, from local (ward/health centre) level, through district level upwards, so that they are more inclusive of the various public groups and health providers and have the resources, authority and technical support to make specific decisions/take agreed actions. Making an investment in these processes and structures would seem to be an important step towards encouraging many of the aspects of participation noted earlier.
Enhanced community participation in health interventions demands more informed and active communities, and a more effective and restructured health input at local level. This not only calls for a renewed commitment to the allocation of health resources to prevention and accessible primary health care, but also investment in health sector capacities to plan, implement and support community health actions in a manner that motivates and facilitates community initiative.
Government and the health ministry have always voiced their commitment to community participation, and continue to do so in the current policy reform. In exploring what is meant by such 'participation', it would appear that communities in Zimbabwe are calling for greater control not only over how resources are raised for health, but also over how they are allocated and what health services do. They clearly seek more authority within health systems. Health workers concur with the need for participation, but their view is mainly directed by the need for communities to take more responsibility for health, and to contribute more
